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The following deficiency relates to the facility's
annual health survey. (See the Code of Federal
Regulations {42CFR) Part 483, subpart B-C),

Complaint #70636 and #71505 & incident #71484
was not substantiated.

F 314 483.25(b)(1) TREATMENT/SVCS TO F 314 Accura Healthcare of Baxter will ensure when a | 11/07/2017
858=G | PREVENT/HEAL PRESSURE SORES resident receives care, consistent with
‘ professional standards of practice, to prevent
(b) Skin Integrity - pressure ulcers and does not develop pressure

lcers unless the individual's clinical condition
demonstrates that they wera unavoidable; and
when a resident with pressure ulcers receives
necessary treatment and setrvices, consistent

(1} Pressure ulcers. Based on the
comprehensive assessment of a resident, the

Tacillty must ensure that- with professional standards of practice, to
) . promote healing, prevent infection and prevent
{i} A resident receives care, consistent with new ulcers from developing.
professional standards of practice, to prevent ’
pressure ulcers and does not develop pressure Director of Nursing and Assistant Director of
ulcers unless the individual's clinical condition Nursing audited all resident's Braden Scale to
demonstrates that they were unavoidable; and see who triggered for risk of pressure sores.

The residents that were at risk had their care
plans reviewed for pressure relieving devices.
Al resident at risk was evaluated and all
rosidents with concern were addressed.

(ii) A resident with pressure ulcers recaives
necessary treatment and services, consistentwith
professional standards of practice, to promote

healing, prevent infection and prevent new ulcers On the weekly pressure ulcer progress report for

from developing. Resident #2 dated 11/8/2017 reflected wound

This REQUIREMENT is not met as evidenced was yellow surrounding tissue with

by: measuraments of 1.0 cm x 0.5 ¢m x 0 in depth.
Based on observation, record raview and staff Resident denied pain.

interviews, the facility failed to prevent the
development of an avoidable heel pressure uicer
(Resident #2). On 6/30/17 the staff identified a
heel pressure ulcer. On 7/3/17, the physician
ordered a treatment. On 7/5/17, the Director of
Nursing ordered the staff to float the resident 's

All nurses have been educated fo call instead of
fax the on-call doctor when discovered a wound,
get treatment, put on the hot charts, and then
call PCP on the earliest business day.
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heels and apply a soit boot, The sample
consisted of 1 resident with a pressure ulcer and
the facility reported a census of 26 residents,

Findings inciude:

Resident #2 had an annual Minimum Data Set
{(MDS) assessment with a refarence date of
6/28/17. The assessment identified the resident
had diagnoses including hypertension (elevated
blood pressure), Alzheimer's disgase, anxiety and
depression. The MDS indicated the resident had
short and long term memory problems and
severe cognitive impaired for daily decision
making. The MDS Indicated the resident required
extensive assistance of 2 staff members for bed
mobility, transfers, tollet use and personal
hygiena. The rasident depended upon staff for
transfers and did not ambulate. The MDS
indicated the resident af risk for the development
of pressure sores and did not have any pressure
sores.

A Braden Scale dated 9/26/16 {upon admission},
for the prediction of pressure sore risk, identified
a mild risk (score of 19) for the development.

Nursing Admission Assessment dated 9/26/17
identified skin as cool and dry and no open skin
areas.

The Care Plan, dated 6/30/17 identified a
pressure area located on the left heel. The
intervention directed staff to apply bunny boots
when up and [keep] pressure off of site.

An incident report dated 6/30/17 identified the
staff found a pressure sare during cares . The
assessment indicated the staff found an area that

The policy and procedures titled

Pressure Ulcer Skin Assessment,

dated 7/2010 has been revised to

clarify and now states, identified the

purpose is to:

1.To promote healing of pressureulcers

2.To provide follow up for each pressure ulcer
3.To document care provided by licensed
nursing staff

Random audits will be conducted to ensure any
current or new resident admitted, who are at risk
of pressure sore have been evaluated for
pressure relieving devices.

IAny further concerns will be taken through the
quality assurance meeting and addressedin a
timely manner.
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measured 0.3 cm x [by] 0.256 cm x 0.2 cm
{centimeters). The report idenlified the wound as
unstageable (unable to see wound bed) with
slough (yellow or white dead tissue). Awaiting
return fax from doctor. On 7/3/17, the facility
received a new physician's order to start
Duoderm {moisture retentive type of dressing) to
the left heel; change every 3 days until healed.

The Director of Nursing provided education and
provided direction to staff on 7/5/7. The typed
note directed the staff fo place soft heel booties
on the resident at all times. Pillows are to be
placed under the resident's heels o reduce
pressure points. The therapy was notified on
7/5/17 to assess wheelchair positioning which

1 could be a confributor to skin issue.

Weekly pressure ulcer progress report dated
7/6/17 reflected wound measurements of 0.3 cm
X .25 cm x 0.2 om with a red/yellow center.

The wound care nurse assessment dated 7/ 11/17
identified wound measurements of 0.3 cm x 0.2
cm x 0.2 em and staged as a stage 3 pressure
ulcer, ’

The MDS desctiption of a Stage 1l ulcer is:

A full thickness tissue loss. Subcutaneous fat
may be visible but bone, tendon or muscle is not
exposead. Slough may be present but does not
obscure the depth of tissue loss. May include
undermining and tunneling.

The wound nurse provided an order to cleanse
the [eft heel and apply collagen powder. Cover
the area with hydrogel bordered dressing and
change daily and as needed. New order fo start
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mutivitamin with minerals each day and LiquaCel
{protein drink to promote healing) 30 mitliliters
daily.

Weeldy Pressure Ulcer Progress Reports
identified the following:

On 71917 the wound measured 0.9 cm x 0.5 ¢m
x 0.2 cm, no drainage, no odor and yeltow in
color,

On 7/26/17 the wound measured 0.9 cm x 0.5 cm
x 0.2 cm, no drainage, and no odor.

On 8/2/17 the physician orderad x-rays of the left
heel. The results identified no cortical disruption
or bone destruction. The x-ray identified
degenerative changes present. The physician
recormmended a bone scan and the family
refused.

The wound care nurse assessment dated 8/2/17
indicated wound measurements of 1.5 cm x 0.6
cm x 0.2 om; Stage I, pink with scattered slough.
The wound nurse directed staff to cleanse left
heel wound and apply Calcium Alginate (keeps
wound moist and prevents infection), cover with
semipermeable dressing each day.

The Weekly Pressure Ulcer Progress Report
dated 8/9/17, identified the wound measurements
of 0.6 cm x 0.4 cm x 0 cm, yeliow tn color.

The physician ordered Boost Breeze 60 ml orally

.three fimes per day order on 8/11/17.

The Weekly Pressure Ulcer Progress Report
identified the folfowing:
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On 8/16/17, the wound measured 1.0 cm x 0.6
cm x 0.1 sm with scant drainage and yellow in
color.

On 8/25/17, the wound measured 1.0 cm x 0.5
cm x 0.2 om; Stage 1l pink with scattered stough.
Continue same treatment.

On 8/31/17, the wound measured 0.6 cm x 0.5
cm x 0.2 cm with scant drainage.

On 9/6/17, the wound measured 0.6 cm x 0.5 cm
X 0.2 am, no odor and scant drainage,

| On 913117, the wound measured 1.0 cm x 0.5

cm x 0.2 cm, no odor and scant drainage,

On 9/19/17, the wound measured 1.2 cm x 1.9
cm x 0.2 cm, mild odor ad yellow drainage.

On 8/27/17, the wound measured 1.2 em x 1.1
cm x 0.3 cm with a strong odor presant, yellow
drafnage and white and vellow in color.

A pre-albumin laboratory blood test dated
10/10/17 identified a level of 25 {within normal
limits).

The wound care nurse assessment dated 10/3/17
identified a wound measurement of 0.6 cm x 0.7
cm x 0.2 cm; Stage Il with serasanguineous
(serous blood and serum in the wound) and
moderate drainage. The wound nurse ordered a
treatment of Bactroban with collagen powder.
Cover with semipermeable absorptive dressing
and change each day.

During an observation on 10/25/17 at 9:20 am;
Staif D, registered nurse, placed a barrier down.
Removed old dressing from rosident left heel and
cleansed with sterfle water. Bactroban ointment
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mixed with collagen powder applied fo the area
and covered with semipermeable dressing. No
odor, no drainage. Brown raised spot in the
middle, callused. Pink surrounding tissue
measured 1.0 cm x 0.5 cm x 0 in depth, Resident
denied pain to the area.

A Care Plan revision on 10/16/17 instructed staff
fo place moon boots (Prevalon Heel Protectors)
on both feet and to assess the wound perimster,
wound bed and healing. The nurse should
administer freatments as orderad.

The manufacturers for Prevaton
Pressure-Relieving Heel Protector boots
identified it as comfortably cradles foot and ankle,
slevating the heel and relisving pressure. The
boot floats the heels and minimizes pressure,

The Physician's Order Surhmary dated 9/24/17
for Qctober, 2017 instructed staff to foat heels
and use Calcium Alginate to feft hes| wound,
cover with semiparent dressing and change daily,

On 10/25/17 at 12:55 pm, Staff A, {certified
nursing assistant) was interviewed and stated the
resident could move around in wheelchair herself
but staff reposition the resident when she Isin
bed; usually every 2 hours but stated they do not
document when they reposition. Staff A stated
she has been instructed to keep boots on all the
time, even when in bed.

On 10/25/17 at 1:12pm Staff B (certified nursing
assistant) was interviewed and stated the
resident could not reposition herself and staff
reposition every two hours, change and take her
to the bathroom by Hoyer lift and return her to
bad. Staff B stated she did not document when
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repositioned. .

On 10/25117 at 2:33pm Staff C {licensed practical
nurse) was interviswed and stated her
expectations with her aides would he to reposition
residents who are unable to move on their own
and let a nurse know of any skin concerns,

On 10/26/17 at 7:45am the Director of Nursing
(DON) was interviewed and stated her
expectations are for all staff fo reposition any
resident who is unable to reposition themselves.
The DON stated has bean the DON since the end
of August and unsure how the aides document
when they reposition any resident. The DON
stated this is something that will be addressed
and looked into. This is something that wifl be
addressed and looked into.

A policy and procedtres titled Pressure Ulcer
Skin Assessment, dated 7/2010, identified the
puipose Is to: .

1. To promote healing of pressureulcers

2. Toprovide follow up for each pressure ulcer.
3. Todocument care provided.
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